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MISSION STATEMENT 
To proYide opportunities for information sharing between midwives and to 
promote the profession of midwifery and the need for appropriate legislation so that 
mid.wives in Newfoundland and Labrador are publicly funded to provide evidence-based 
mid.wifery care~ for childbearing families in this proviiJtce. (2005) 
This Ne~·sletter contains a summary of the Annual General Meeting, held on March 15, 
2005. At this me~ ting there were some important changes tnade to the April 2001 Bylaws, 
especially regarding membership fees. The fees are bei11g reduced but this means that more 
members are needed to keep the AMNL solvent. The situation will be reviewed at the end of this 
current calendar year. There is a membership form at tJ1e end of this Newsletter. 
The changes in executive committee names are shown below. Thank you to Karene 
Tweedie for having been !)resident, and Kay Matthews for having been Secretary. They are still 
on the executive corrllllittee, and Kay is still the AMNL representative to the Canadian 
Asso~iation of:N:jd~'ives (CAM). 
The President's report and the Publicity chairpersons Newsletter report are included in 
this l'~ewsletter. (There may not be a June Newsletter dtte to unavoidable circumstances.) 
The AMI'~L 1~ewsletter is the method by which metnbers are kept informed about 
midvvifery and other maternity matters. In future the Newsletter is being downsized, and 
distributed electronically vvhere possible. Therefore, members need to advise the editor as to 
whetJ1er or not they can reeeive and open PDF files. (For those who have not got e-mail or who 
cannot receive PJ)F files tl1ere will still be paper copies.) To receive future copies of the 
New~;letter and other important notices, make sure that your membership fee is paid, and 
infonnation is provided about your access to electronic mail and PDF files. 
In. future Jnly mid,vifery news items are to be irtcluded in the Newsletter. Those who 
subm.it items are responsible for obtaining permission to publish in our Newsletter. The Editor 
does not accept tais responsibility. Letters from members are also welcomed for publishing. 
Pearl Herbert, Editor, (pherbert@mun.ca) 
AMNL General Meeting, 
Tuc~sday, September 13, 2005, 4:00p.m. (Island time) 
ThE~ meeting in St. John's will be at Telemedicine, HSC. All sites wishing to be connected 
nee~[) to provide their teJlephone number to TETRA. Telemedicine (l -877-737-0281) prior 
to tllte nteeting. (F{)r reporting problems during thf! meeting call 709-737-6654.) 
CanHdian Association of Midwives Annual Meeting 
November 9-11, 2005, Halifax 
Executive Comrr1ittee 
President: Kay !v[atthews, MUN School of Nursing, HSC, Prince Philip Driveway, 
St. John's, NL, i\1B 3V6 Secretary: Karene Tweedie 
Trea~:urer: Pamela B:rowne: Cosigner: Susan Felsberg 
Past ~President: K_arene Tweedie Newsletter Editor: Pearl Herbert 
Home page: http://www.ucs.mun.cal-~pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
SumJmary of tht~ An.nual General Meeting held on l\'Iarch 15, 2005, at 4:00 p.m. (Island 
t . 'I Ime~~· 
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There were six me1nbers present, including the 'executive committee members. Matters 
discussed. included tl1e video about which those present had little current information. It was 
considered that i::Karene's contribution was shown at the start of the video it could make the 
presentation smoother. Without a piece about midwifery the film loses its original purpose, 
whicJ1 was to aid the education of the general public and professionals about midwifery. The 
pamphlet about rnidvvifery is printed and some copies vvere. available at the St. John's site. The 
AMl'TL rrtembers had provided Pearl with feedback regarding the wording and Kelly had 
provided the photograph on the front of the pamphlet. Elizabeth Zedel of Friends of Midwifery 
NL had prepared the tri-fold 8~" x 11" pamphlet for printing. There are 100 which are coloured 
on orLe side, prin·:ed on 24lb. white paper, and 250 black. on a pale mauve 20 lb. paper. Contact 
Pearl Herbert for the pamphlets. Permission is needed frorr.t the owners of businesses for the 
pamphlets to be displayed at their store or work place. i\ list needs to be maintained so that 
busin.esse:s and agencies do not get contacted several tirnes. 
It was decided not to purchase the video "Singi11g the Bones". Kay Matthews is going to 
pass the information regarding this video to MUN W ornens' Studies. 
Prior to tl1e rrteetin.~ an e-mail from the local NRP educator had been circulated regarding 
providing the program to other than midwives. Previously the group had requested that all those 
involved at birth:; should receive the full NRP course. IIovvever, after further discussion it was 
decided that only the student midwives required the full NRP and that an expanded newborn 
CPR course would be sufficient for the doulas. Clare Besst~ll has offered to meet with the group 
to di~:cuss this if necessary. 
Karene Tweedie, tl1e President, gave her report. (Copied below). Pamela Browne gave the 
Trea~:urer's repo1t. P~earl H:erbert (Publicity Chairperson) gave the Newsletter report (see below). 
TJae motion r·egardj_ng disbanding the AMNL was discussed. It was considered that 
havirtg a :midwifery professional association is importa11t. 1~here is always the hope that the 
provincial govenliT.lent will provide legislation for funded autonomous midwifery. Without 
AMl'rL the main professions which would provide advice about midwifery would be medicine 
and rtursing. Her~ , as in mmy provinces, there is a move to have nurse practitioners not only 
provide antenata:. and postnatal care but learn how to deliver babies, so that midwives would not 
be needed! Thert! needs to be more members attracted to AMNL. A problem is that of the 
midvrives left in the :provit1ce some are retired and others ~rill be retiring in the next year or two. 
There are very few younger midwives. Those who are rtearing retirement do not see the need to 
join the ilMNL end support something which they do not consider happening during their 
working life. They do not appear to consider the effect on rnothers and babies if there is no 
midvrife~y. The rnotion wc.s not carried. 
3 
The proposed ame11dments to the Constitution/Bylaws and Mission Statement had been 
enclosed with the Jru1uary issue of the Newsletter. The proJJOsed wording change (from "travel" 
to "e:{penses") tc Bylaw V .A.3 was carried. When needed the executive would decide the 
amotLnt of financial resources available. There was much discussion regarding proposed changes 
to B)'-law II.5. The word "tmderemployed" is not used in Canada and it was questioned whether 
those working full-time with financial hardship could be called underemployed. At the end of the 
lively discussion it ~ras de~~ided to roll back the basic ft~e to $20. The payment of additional 
money to CAM, at present $35, becomes optional for midvvives (similar to the 2003 proposal). 
[This changes the April2001 Bylaws II Membership Fees 3, 4, 5, 6.] For most members, this 
will come into effect in 2006 as membership fees for th.is current year have already been paid. 
The cost of AWJL activities will need to be carefully vvatched as the current $40 basic fee, 
whicJ1 ca1ne into effe:ct in 2001, was calculated after costing activities, and is possibly the reason 
why .~'JL has remained solvent even though there has been a decrease in membership. At the 
time of compilin.g this Ne,vsletter there are 13 members (11 midwives and 2 future midwives). 
This is down fro1n 30 men1bers (25 midwives) in 2000 when the MIC was in progress, and 20 
members (19 midwives) ir12001. There were 16 members (14 midwives) in 2003 but 3 midwives 
have since relocc.ted. Ther~~ will need to be an added endeavour to recruit members (midwives 
and interested otJ1ers), and a cut-back on items such as the Newsletter 
The proposed changes to the Constitution were not discussed due to lack of time, and are 
tabled until the 2006 AGivL The above Bylaw changes do r1ot alter Constitution IV Membership 
A, accepted in April2001. 
TJh.e proposed Mis5ion Statement was accepted except for the change from "research-
based midwifery care" to '··evidence-based midwifery care'~. [For the agreed wording, see the 
beginning of this Ne\vsletter.] 
\\rith the above changes, including the reduction of the membership fee, there was a 
suggestion that tl1e four is~;ues of the Newsletter would only have midwifery news. The "Have 
You :Read" and tb.e annual University Library Acquisitions list, which in the past had been 
requested., were Ito longer needed. Another try should be m.ade to send the Newsletter by Portable 
DocumerLt File (J)DF) attachment. When it was tried last year, several members could not obtain 
the attacranent, so Pamela Browne has offered to print the ~Newsletter for those in Labrador who 
have this probler1. To rece:ive future copies of the Newsletter let Pearl Herbert know your e-mail 
address and whether or no·: your e-mail server accepts attachments such as Newsletters, and 
whetJ1er )'OU hav~~ ac~ ess to the free Acrobat Reader so as to be able to read PDF documents. For 
those who are unable to obtain the Newsletter electronically, there will still be paper copies. Of 
cour~.e, "'ith few~~r pages to be photocopied, each page ·will cost more. 
Tjb.e web site has had 10,637 hits since a counter was included a few years ago. Now there 
are about 2,000 ltits a year. Help was given to put the AMl'JL logo on the front and to insert two 
pages on the chronologica~. history of midwifery in Canada and midwifery in Newfoundland and 
Labrador. 
Pearl offt:red to be the contact person for the Canaclian Journal of Midwifery Research 
and l)ractice, and to submit provincial news when this is requested. Some members have been 
interview·ed by a freelance writer for the Downhomer rrtagazine, and the article, with 
photogra]Jhs, anc. a statement from the provincial government regarding midwifery in this 
province, is in the April is:;ue of the magazine. 
The exec~1tive committee changes are shown above. 
Cha11ges to the J\MNL Bylaws- please note the following in your April2001 Bylaws: 
Byla'N II. Membership Fee~ I. and 2. remain unchanged. 
3. The fee for all me1nbers is $20. 
4. Midwives who ha·ve successfully graduated from a recognized midwifery education program 
are considered aE. full merr.tbers, regardless of their work~ situation, and are entitled to vote. 
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5. Midwives pay the $20 basic fee. They may also choose to pay the fee required to be a member 
of Canadian Association of Midwives. 
6. Associate men1bers, whJ are not midwives (as in 4. above), are entitled to take part in 
discussions but do not have a vote. 
Byla'N V.A. Canadian Association of Midwives 
3. Tl1e Association ~:hall authorize the refund of actual expenses, supported by receipts, occurred 
by the representative, and :for telephone conference calls to attend general meetings, as resources 
allo~'. 
President's Report, Mareh 15, 2005 
I am pleased to present the President's Report f()r 2004-2005 to the Association of 
Midvvives ofNL C11rrent.y we have 9 members. Although our numbers are few, members have 
been active durir.g tb.e year. There have been two meetings since the last AGM, one on January 
11th that eight memb·ers attended, and another on Septe1nber 21st that seven members attended. 
These mt::etings, held by teleconference, connect St. John's with Goose Bay and are made 
possible thanks tJ th~e donating organizations. 
T:t1ere have b~ en fcur Newsletters produced by ]?earl Herbert. These continue to be a very 
important source of 11ational and international information about midwifery, maternity and 
newborn care. The ~~ewsl~tter also helps to connect members who are widely scattered 
throughout the province. ])earl also maintains the web site and a goal for the next year is to 
upda·:e the site if time perr1its. Thanks also to Kay Matthews our provincial representative with 
the Canadian As:;ociation of Midwives. She participates in telephone conference calls with the 
other provincial representc..tives and CAM executive and m.aintains frequent communication with 
CAl\ll through e- mail communication. She then relays any relevant information to the AMNL 
members. 
Kay attended the l'NK Health Centre's Women and Newborn Health Conference in 
Halifax, 1\pril 28th and 29th, and also attended the ACJ~M and CAM Joint Clinical Symposium 
in Calgary, September 15f1 to 17th. Pearl Herbert and J(aren Robb (who has now moved to 
Halifax) attended tht:: Mid.,vifery Way: A National Foru.m P~eflecting on the State of Midwifery 
Regulation in Canada, Jul~ r 22nd and 23rd at Dalhousie University, Halifax. This was organized 
by the Atlantic Centre of:E:xcellence for Women's Health. Kay and Pearl were able to share 
infoflnation frorr.~ these conferences with the membership. The next CAM conference will be 
held :in Halifax, J~ovember 9-11 th, 2005. Hopefully several members will be able to attend if 
funding can be p:rocttred. 'Ve need to explore ways of raisi11g funds for this purpose. 
Efforts to increase membership continue to be challenging. Some former members do not 
see tl1e point of f 'ayi11g fees, especially to CAM, when there is no legislation to practice and it 
does11't seem for:hcoming. Other midwives have never joined and the reasons for this are 
uncle:ar. Letters :tnd e- mails have been sent and phone calls have been made, but to no avail. 
Those wlto do ccn.tir.ue to be members have the hope tl1at some day midwifery care will be an 
• 
• 
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option for women of Newfoundland and Labrador and that as a result women, babies, families 
and comrnunitieE throughout the province will enjoy the benefits of midwifery care. It is this 
comrnitm.ent to iJnprove clrildbirth practices and outcornes that motivates the current members to 
continue their in,,olvement. 
The AW~L rnai1;1tc.ins a liaison with the Friends of Midwifery advocacy group. I wish to 
than1: Kelly Monaghan, former coordinator, who worked so hard to increase the visibility of the 
midvrifery issue and lobbied for midwifery legislation. Patti McGrath assumed the coordinator 
posit:lon in October cLnd has been very active producing nevvsletters, developing a web site and 
enco11rag:ing those interest,~d in midwifery to become ir1volved. 
To help disseminate information about midwifery, Elizabeth Zedel, a Friends of 
Midvvifery member, and Pearl Herbert of AMNL have worked together in the development of an 
infor:nation pam_phlc:t. As well, AMNL and Friends of Midwifery have been involved for some 
time in trLe making of a video about midwifery. It is hoped that these will help to raise interest 
abou·: midwifery in tb.e province and will provide infonnation about midwifery care. As it is, 
AMl'rL rrtembers receive raore enquiries and requests D:lr n1idwifery care than ever before. These 
are rrtostly from ·vvon1en who are from other countries or provinces or from NL women who have 
lived else-where ·cmd ]lave returned home. Having had previous experience of, or exposure to 
midvrifery, they '-Vant the same type of care here. Our o~ne practicing midwife in the city, Jayme 
Safine, has been very busy. 
As I com)lete my term as president I wish to thank the other executive members who 
have worked wif1 me over the last two years. I also wru.1t to thank all the members who have 
givert their time to tb.e Association in one way or another, c:.g., through e- mailing, writing, 
sending articles 1or th.e Newsletter. Although the membersl1ip is geographically widely dispersed 
we do manage to keep in touch with one another and this is so important. I hope that one day we 
will ~:hare the joy of ·witne:;sing the birth of legislated, funded, autonomous midwifery in this 
. prov1nce. 
Respectfully sub:nitted, Karene Tweedie 
AM:riL l'Jewsletter JR.eport 2004/2005 
"Associai:ion journals are one of the major benefits of n1err1bership. Journals represent the 
lifeblood of an o:~gan.ization, and can be a vital and dynamic forum for the transfer of knowledge 
and i·:leas." Can6diai'l Journal of Public Health, 95(1 ), 69. (January/February 2004). 
Newsletters 'vere distributed to members as paper copies in March, June and September 
2004 and Januar:r 2005. A·t the AMNL 2004 Annual General Meeting it was agreed that members 
should have a pa:Per ·:;opy of the Newsletter, as not everybody has access to PDF files or even to a 
computer. Electr,Jnic copies were also sent to members and to others who were interested, such 
as the President ofth.e Car.adian Association of Midwives (CAM), and members of the CAM 
Not :ret l{.egistered (~omm.ittee (NYRC). A paper copy was placed in the reference binder in the 
Health Sciences :Library, and a paper copy was given for the AMNL secretary's file. 
In. March 2004 we used Staples Business Depot for photocopying and then Dicks & 
Com~ any for the other three issues. The prices at Dicks. are comparable to Staples, and it is close 
to the Ed:itor's house so she does not have to wait for somebody to give her a ride to the east end 
of the city. (Howeve:~, a tax:i is needed when the roads are icy.) 
T~he New3let1er had an average of23 pages plus the cover page, and an average of 2.Q 
copie:s (b~etween 15 2nd 23 copies) of the Newsletter were ]Jhotocopied each time. ~ 
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T~he total cos1: for £)ur issues of the Newsletter (March, June, September 2004, January 
2005) was $146.02 (a decrease of $11.75 from last year, but this included a $5.00 voucher for the 
March 2004 photocopying at Staples). A breakdown of the $146.02 is $57.51 for postage, $81.68 
for p11otocopyinf:, and $11.53 HST. This total of $93.21 compares with last years cost of $108.20 
for p11otocopyinf: and HST. 
\\'here pc•ssible the Newsletters were mailed inter departmentally, or as a package of 
Newsletters to be distributed to members at a site. One A:tv'lNL member who was out of the 
coun~:ry, requested to only receive an electronic mailing. 
Th.e individual's cost for the year was equivalent to $7.49 from the membership fee for 
2004 (an increase from $7.35 for last year). 
T~here haue b~een some extra copies of the Newsletter which have accrued over the years, 
and these have b~~en used as promotional material. Several copies were taken to the Midwifery 
Way .Forum which \Vas held last summer in Halifax. As soon as these copies of the Newsletter 
were laid on the ·:able for the distribution of informatio11 they were picked up. (We may now be 
the only provincial C~anadian midwives association that has a newsletter.) 
Subn1itted by Pearl I-lerbert 
Some H~1lppenin~:s i\.rouiJtd the Country 
The l~WI' Government implemented the Midwifery Profession Act on January 29, 2005. The 
midvrives are re~_uired to be registered in a province, ar1d apparently there are only three 
regis1:erecl midwives who are currently eligible to practice. The act protects "registered midwife" 
and raakc:s it illegal to practice midwifery except as a "registered midwife" unless the midwife is 
an "aboriginal" 1nid\:vife. An "aboriginal" midwife can still practice unregistered as this is not 
covered in the A~~t. l'o read the Act on the Internet visit: 
http://WV\w.justiee.gov.nt.,;a/Legislation/ AlphaSearch.lttm. 
Hay Eiealth Care Co11sultit1g Group. (2005, February 1 0). 1:est Practice Review. Grenfell 
Regional Health Services ./3oard. 
wwv..·.health.gov.nl.ca/hea].th/publications/pdfiles/hay/CJ-RHSB%20Final%20Report.pdf. This 
report was annotnced in a Provincial Government Ne\vs Release on February 24, 2005 
wwv..·.gov.nl.ca/r-eleases/2005/health/0224n05.htm. What is interesting is that the report includes 
recornmendations regardin.g midwives. On page 54, (30) Th.e Board should ensure that 
comrnuruty-based nursing! including midwives have representation on the Medical Advisory 
Committee. The Region has only approximately 100 obstetrical deliveries per year and there are 
currently two ob~>tetrician ,gynaecologists and four midv1ives in St. Anthony. The gynaecology 
and obstetrics sp~ cialty service in St. Anthony should be eliminated. Midwives should perform 
low risk, routine obstetriccll deliveries with backup and sup~port from family physicians. As 
family practice positions become vacant GRHSB should recruit family physicians who have 
experience and il1terest in .low risk obstetrics. But, there is nothing about midwifery legislation 
needed for midwives to be able to practice autonomously. 
• 
Havt~ You Read? 
The practice, auc'.it ru1d standards page of the RCM web site (www.rcm.org.uk) is now active, 
providing the opportunity to view RCM midwifery guideli11es. This includes 19 individual 
guidt!lines, with a short version of selected good practice points, aimed to offer easy reference 
and promote good midwifi~ry practice in labour. (RCM Mi(iwives Journal, 8(3), 95) 
Midvvifery and R.elated Topics 
• Boon, J., Graham, B., Wainwright, M., Warriner, S., & Currer-Briggs, V. (2005). Is 
preceptorshii, valuable? RCM Midwives Journal, 8(2), 64-66. [From semi-structured 
interviews it ·was found that midwives valued a11d desired a period of initial support to 
consolidate tl1eir s1:ills and knowledge, which helped to increase their confidence in their 
abilities regru~dless of the placement setting. Themes identified were: the need for greater 
stlpport ilnmediate:ty post-qualification. The lack of confidence of newly-qualified 
midwive~: in general, but particularly in relation to abnormal midwifery care. The 
in1portan,~e ofkee}'ing birth normal and providing 'voma:n-centred care. Prior to the 
programr1e over half of new midwives in Oxfordshire left within 18 months of 
q11alifying. After tt~e programme was initiated, only five (of 3 7) had left after 18 months, 
artd so pr·~ceptorship was positively affecting recruitment and retention rates.] 
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• Clinical issues. (2005). Nutrition in women and nevvboms. JOGNN, 34(1), 97-124. [This 
in.cludes the introd11ction and four articles.] 
• 
• 
• 
• 
• 
Cockey, <~. l). (2005). Pregnancy possible after UAE. AWHONN Lifelines, 9(1 ), 31-32 . 
['\'omen who wish to avoid surgery to keep their uterus may decide to have uterine artery 
ernbolizajon (UAI~) a non-surgical radiological procedure to shrink troublesome fibroids. 
S1nall pruticles are inserted into arteries to block: the blood supply feeding fibroids 
causing tJ1em to sh~ink. A report of part of the C>rttario Uterine Fibroid Embolization Trial 
study, pu.Jlislled in the January issue of Obstetrics <f Gynecology, states that it is possible 
to get pregnant following UAE, but problems with the placenta are likely to occur.] 
Day-Stir1:, F. (2005). The big push for normal birth. RCM Midwives Journal, 8(1), 18-20 . 
[In the U~( there is a campaign for normal birth. There is a website 
www.rcrrmormalbirth.net , three special posters, and a series of postcards. Of course, 
what is norm:1.l? Tlte RCM's definition, or the one in Myles Textbook, or that of the 
v.,r orld Healtlt Orgcnization ?] 
Day-Stir1:. F. (2005). International round-up. RCM.Midwives Journal, 8(1), 25. [The 
College b.as been redesignated as the only WHC) collaborating centre for midwifery. This 
requires the ItCM to promote health research ar1d standards, supporting midwives from 
other countries to develop their education, research and evidence-based practice.] 
Dwyer, A .. (2005, 1\.pril). A mother's choice. Downhomer, 17(11), 44-49. [Across 
Canada, rnore mon1s are choosing the services ofm.idwives, yet in Newfoundland and 
Labrador the practice is no longer legislated. The alithor interviewed members of the 
Friends of Midwifery NL, AMNL, and the spokesperson for the provincial Department of 
Health an.d Comm1mity Services.] 
Health inequalities still affecting infant mortality. (2005). Researchers are finding the 
same factors affecting infant mortality now as i11 the 1970s - family income. RCM 
Nlidwives Journal, 8( 1 ), 11 . [See article at: 
www.sta1istics.gov.uk/downloads/theme_health!HSQ24.pdf .] 
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• Knight, :t\1., Kurinc.zuk, J., & Brocklehurst,P. (2005). UK obstetric surveillance system 
ut1covered. RCM Midwives Journal, 8(1), 38-39. [1\ new system that will study rare 
disorders ofpregncncy is to be launched in a joint project. The majority of the conditions 
to be surYeyed are ·both rare and serious and so the women are likely to be cared for by a 
consultant obstetrieian. So obstetricians will be asked to return monthly reports. Initial 
strrveillar1ce 'Nill in.clude: no cases, acute fatty liver, amniotic fluid embolism, antenatal 
p11lmonary ernboli~:m, eclampsia, peripartum hysterectomy, and tuberculosis. Information 
at www.r.peu.ox.ac:.uk/ukoss .] 
• L(~ster, A. (2004, Vfinter). The argument for caseload midwifery. ARM Midwifery 
Jvfatters, ~Vo. 103, 9-12. [In the 1993 UK Departme11t of Health report of the Expert 
M[aternity Group: (~hanging Childbirth argued for 'voman-centred care: "The woman 
must be t1e :D:>cus of maternity care. She should be able to feel that she is in control of 
what is happening to her and be able to make decisions about her care, based on her 
needs, having disc11ssed matters fully with the professionals involved". In 2003 the House 
of Commons Select Committee on Health argued tltat: "The most important factor in a 
positive E:xperience of birth for all women and in arty setting is continuity of care and 
carer, where a wontan is supported at all times". In 2001 the RCOG confirmed that the 
provision of one to one care in labour is the biggest contributing factor to the prevention 
of unnecessary caesarean sections. This paper discu.sses the Albany (London) Midwifery 
Practice <:md J1ow caseload midwifery benefits disadvantaged women and their families, 
and midvrives are ltappier, more fulfilled, have more autonomy over their working life 
artd are tlterefore rrtuch less likely to burn out or leave the profession. Happy women, 
happy midwives, an.d happy managers.] 
• W[atthew~;, M. K., (~Walley, R. L. (2004/05). "'orking with midwives to improve 
m.aternal health in ::ural Ghana. Canadian Journal of Midwifery Research and Practice, 
3(3), 24-~13. [The paper described the implementation and evaluation of a safe 
motherhood project in rural Ghana and included a partograph and emergency skills 
program :for rural n1idwives, training and monitoring traditional birth attendants (TBA), a 
blood bank ru1d an emergency obstetric transport service. TBAs are responsible for 
approxim.ately 65~) of women.] 
• Newburn, M. (200:5). Making the media work for us. RCM Midwives Journal, 8(3), 92. 
[l'he Mother & Baby magazine carried out a survey and the results have been publicized 
by the media~ scarring many women. One program did visit Torbay NHS Trust and the 
Albany Practice in South London, which are rertowned for their innovative practice. The 
National Chil.dbirtlt Trust has an audit toolkit Creating a Better Birth Environment and 
th.ey find that women choose an out-of-hospital option to receive good care and help to 
give birtl:_.] 
• Ordre de~: Sages FE:mme du Quebec. (2004). The first agreement between a local 
commmllty health ~ entre and a hospital in Quebec. MID IRS Midwifery Digest, 14( 4), 
469-470. [From the Summer 2004 issue of the (-;anadian Journal of Midwifery Research 
& Practice, 3(1), 32-33. The Order of Midwives of Quebec, was represented by its 
president Madame Raymonde Gagnon at a press conference on February 13, 2004. She 
said that the ()rder is delighted at this agreement, which opens doors to midwifery 
practice i:n a l1ospital setting from now on . ] 
• 
• 
• 
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Ordre deE; Sages Femme du Quebec. (2004). Qu.ebec midwives welcome home birth 
regulatio11 and consultation and transfer regulation. MIDIRS Midwifery Digest, 14(4), 
470. [From the Summer 2004 issue of the Canadian Journal of Midwifery Research & 
Practice, 3(1), 32-33. After more than 10 years of sustained demands from women and 
families in Quebec, the Cabinet has adopted a new regulation authorizing each registered 
midwife jn Quebec to practice home births.] 
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Porteous, R. (2004/05). Should midwifery educators be required to maintain clinical 
practice? Canadian Journal of Midwifery Research and Practice, 3(3), 4-10. [Studies in 
the literature unifo1mly conclude that organizational structures must be created to support 
th.e practice role of health professions' educators within the educator' s academic and 
practice J;>Ositions.] 
Ralston, J{. (2005). Transformational leadership: Leading the way for midwives in the 21st 
Ct!ntury.l~CAf Mid·.vives Journal, 8(1), 34-37. [The current UK healthcare policy sets a 
clear age11da for midwifery leadership. Althougl1 democratic leadership appears to be the 
desired leadership .3tyle, in reality a mixture of lead~ership styles will need to be used at 
different times. Th~~ skill is in knowing which to use when. Transformational leadership is 
inspirational and e1npowering, challenging thinkjng and offering informal rewards at 
every opJ)ortunity. The transforming leader seeks to engage the full person as the 
follower. The management role is about 'doing thin.gs right' and getting the task done. 
The leadt:rship rolt: is about 'doing the right thi11g' and involves vision and direction. 
M[anager~: use strat~ gy, structure and systems. Leaders use style, staff, skills and shared 
goals. Midwives have been acknowledged as the most suitable professional to care for 
low-risk \VOnlen throughout pregnancy. They can no longer abdicate responsibility. But, 
do midwives have the leadership skills to meet 1:he challenge? Looks at the different 
government reports which gradually eroded midwifery and placed nursing in charge.] 
Rodger, ~v1. (2004). The supervisor of midwives' role in protecting the public. A focus in 
th.e arena of public health. MID IRS Midwifery L>igest, 14( 4 ), 541-545. [Midwives are 
in.creasing their places of practice. The supervisor of midwives is required to be familiar 
with the job profilt: and area of work for each m.idvvife under her supervision in order to 
assist midwives in identifying their professional ed11cational needs. They also need to 
work effectively with the midwife and to offer ~.upport as an advisor and counsellor. The 
objective consideration of issues by the supervisor of midwives is assisted by the fact that 
slLe is apJ)ointed by the Local Supervising Authority to fulfill this role. It is not part of her 
contract of ernployment with the NHS Trust, and sl.Le is therefore not bound by health 
board prctocols. Relevant research and governn1ent reports may give opposing views to 
local clinical practice, so protocols need to be reviewed.] 
TJhomson, M . (200 5). Caseload practice for Sure Start. RCM Midwives Journal, 8(2), 84-
85. [The ~?hilosophy of women-centred care is difficult to fulfil in institutionalised 
services. Maternity units are staffed to cover shift patterns and community clinics and 
visits. The lor~ation, timing and length of antenatal visits are usually determined for 
somebod:t otJ1er th:m the midwives and women. In Britain the Sure Start program is 
similar to Healthy ~3aby Clubs. Funding was secured for midwives to provide care to 
enhance tnaternity services to women in the Sure Start programs in some areas of 
London. J~ach mid,Nife carries a caseload of around 35 women per year and provides total 
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care; that is, continuity of carer throughout pregnancy, labour, birth and postnatally up to 
28 days_. rfhis has rroven to be very successful, particularly for women who are difficult 
to engage, su.~h as teenagers, the homeless, refugees and women who substance abuse. 
Clinical outcomes have been good. The women can choose whether to see the midwife at 
home or in clinic for antenatal visits. The duration and frequency of visits is agreed by the 
midwife «md the woman. There were 6.5% of the births at home, and 72% of women were 
attended ·Jy tl1eir named midwife, partner or a midv1ife they had met before. At the end of 
28 days postrtatal E 7% of the babies were exclusively breastfed, 17% received formula, 
1 0% mix~~d, 6% not recorded.] 
Pregt1ancy 
• Cockey, (:. D'. (2005). Predicting pre-eclampsia. Substance in urine signals likelihood of 
high-risk developrrtent. AWHONN Lifelines, 9(1 ), 25-26. [A National Institute of Child 
Health an.d Human Development (NICHD) study, reported in the January 5 issue of the 
Journal ~{the American Medical Association, four1d that women were highly likely to 
develop pre-eclam]Jsia if they had low levels ofplaeental growth factor (PIGF) in their 
urine. PICJ-F \Vorks in combination with vascular endothelial growth factor (VEGF) to 
foster the growth of new blood vessels and mai11tai11 the health of cells that line the 
placental blood ve~;sels. For the women who de,veloped pre-eclampsia, low levels ofPIGF 
were apparent beginning at the 25th through the 28th weeks of pregnancy. The difference 
• 
in. PIGF levels was more pronounced by the 29th to 36th week of pregnancy.] 
Rideout, S. L. (20C5). Tocolytics for pre-term labor. What nurses need to know . 
AWHQNjV L~felines, 9(1), 56-61. [Tocolytic drug aetion and side effects are described. 
N[agnesium sulfate is sometimes used as an initial drug although randomized clinical 
tr:ials do not ~:how that is has benefits. But, there is a suggestion that a reduction in 
cerebral palsy may result. Terbutaline (a betamimetic) or nifedipine (a calcium channel 
blocker) are 11sually given and both have side effects, which may also effect the fetus. 
Prolongirtg tlte pregnancy for 48 hours can be s11fficient to transport the woman in pre-
term labor to a tert~.ary care hospital with a Nic·u.] 
Genetics 
• Jamerson, P. A. (2005). The association between acute fatty liver of pregnancy and fatty 
acid oxid1tion disorders. JOGNN, 34(1), 87-92. [Tl1e incidence of acute fatty liver of 
pregnancy (A.FLP) is relatively rare, but may be underestimated. Women with AFLP m~y 
b(! diagnc•sed with other liver diseases with similar presentations. Symptoms most 
commonly associated with AFLP are malaise, fatig11e, headache, anorexia, nausea with or 
without vomjting, right upper quadrant or epigastric abdominal pain, and jaundice. 
Recurren~ e in subsequent pregnancies is rare. AFLP is a third trimester disorder that 
usually rr.anifests suddenly around 35 to 36 weeks of gestation. Inherited defects in 11 
enzymes have beer1 described. Inheritance of fatty acid oxidation (FAO) disorders occurs 
in an autoson1al recessive pattern, which means affected individuals must be homozygous 
for the m--Jtated gerte. Also, both parents are heterozygous carriers. Women who are 
heterozyf:ous carriers of a F AO gene mutation have a higher risk of developing AFLP. 
M[others ,Nho are carriers of the gene mutation l1ave a reduced complement of the 
enzymes necessary to oxidize fatty acids. Throughout pregnancy there are steadily ;~ 
• 
• 
• 
increasing le,,els of plasma fatty acids, and these levels peak in the third trimester. Fetal 
artd placental meta.Jolites also enter the maternal circulation and may contribute to this 
load. Wo~men. at risk should be instructed to maintain a high-carbohydrate, low fat diet. 
Fasting sl1ould be avoided. Genetic counseling sho·uld be provided to women with a 
history of AFLP ar.d their neonates should be tested for F AO defects.] 
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Labour ru1d Birth. 
• 
• 
• 
• 
• 
Clarke, P. (2005). ]~eading the development of an ECV service. RCM Midwives Journal, 
8(3), 128··129. [Women were offered the choices for a fetus presenting breech of: an 
e)~temal cephalic version turning into a cephalic presentation, or an elective cesarean 
section, or a ·vaginal breech birth. There was a success rate of 41% among the 34 women 
who rece:.ved an EC~V. Of these woman who had a successful ECV 57% had a normal 
birth, 7% rec,~ived an assisted delivery. The emergency cesarean section rate following 
E(:V was 36~1o and it is not clear why this figure was so high. This has been noted in 
o1her studies where the cesarean section was three times higher for failure to progress in 
labour and su.spected fetal distress.] 
Cockey,<:. D'. (2005). Labor risks low after prior cesarean delivery. AWHONN Lifelines, 
9(1 ), 27-:~8. [A NICHD study, reported in the December 16 issue of the New England 
Journal~( Medicine, found that repeat cesarean delivery may complicate future 
pregnanc:·.es cmd may carry risks beyond those of a vaginal birth after prior cesarean 
delivery.] 
Cockey, <=. D'. (2005). Labor longer for overweight obese women. A WHONN Lifelines, 
9(1), 31. ~A 1~ICHJ) study reported in the November issue of Obstetrics & Gynecology 
found that O'lerweight and obese women took 7.5 ltours and 7.9 hours respectively, to 
dilate fro:n 4 to 10 em, compared to 6.2 hours for normal-weight women. The BMI 
standards for pregr.ancy developed by the Instit11te of Medicine was used. This 
informati~n is important when longer labor may be considered as a reason for a cesarean 
section.] 
Duff, E. (2005). Maieusiophobia or kakorrhaphiopltobia? In other words, fear of 
ch.ildbirtr. or fear of failure. MIDIRS Midwifery Dig·est, 14(4), 468-469. [A resource for 
th.ose intt::rested in words denoting phobia is W\Vw.phobialist.com. Dr. Dick-Read wrote 
(1942) CJ1ildbirth J¥ithout Fear and as a result, in Britain, the National Childbirth Trust 
was formed. c:anadian midwives, in the statement on cesarean section add 'trusting 
women a1d supporting their ability to trust therr1selves, their bodies and the birth 
process.' ~ 
Guise et al. (2004). Systematic review of the incidence and consequences of uterine 
ru.pture ir women '¥ith previous caesarean section. MID IRS Midwifery Digest, 14( 4), 514. 
[l'rom the July 2004 BMJ, 329, 19-23. A systerr1atie review of various data sources was 
carried 011t to find :.nstances of asymptomatic or syrnptomatic uterine rupture. Of 568 full 
text articles reviewed, 71 potentially eligible stt1dies identified, 21 were rated at least fair 
in quality. Compared with elective cesarean delivery, trial of labour increased the risk of 
uterine ru.pture by 2.7 per 1,000 cases. No mate1nal deaths, risk of perinatal death from a 
ru.pture \\·as 1.4 per 10,000 and the risk of a hysterectomy was 3.4 per 10,000. The rates 
of asymp·:omatic uterine rupture in trial of labotLr ar1d elective repeat caesarean did not 
differ significantly. Although the literature on uteri11e rupture is imprecise and 
inconsistent, existi:J.g studies indicate that 370 (213 to 1370) elective caesarean deliveries 
would need to be performed to prevent one sympto1natic uterine rupture.] 
• 
• 
• 
• 
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Laubereau et al. (2004). Caesarean section and gastrointestinal symptoms, atopic 
dermatitis and sen~.itisation during the first year of life. Archive of Diseases in Childhood, 
89, 993-997. [They found an association between cesarean section and diarrhoea and 
sensitisation to nutritional allergens in infants vvith a family history of allergy. The 
children 'Vert! too young to assess for asthma and allergic rhinitis, but as this study is 
continuing these will be assessed.] 
MacKinnon, K., Mcintyre, M., & Quance, M. (2005). The meaning of the nurse's 
presence during childbirth. JOGNN, 34(1), 28-36. [Hermeneutic inquiry was used to 
e)~plore tl1e p~henon1enon of nursing presence dtrring childbirth. What was found was that 
the nurse 's presence was the way in which a nurse 'Nas "there" for them (physical 
presence), being with (emotional support), and bein_g for (advocacy). Technical functions 
artd chart writing to reduce legal liability may conflict with support work. Also, when the 
n1rrse finishes a sruft the woman feels abandoned. \Vomen expected more of their nurses 
th.an they did oftht~ir physician. It was found that vvomen's experiences of the nurse's 
presence caru1ot be understood apart from the ir1stitutional structures and work processes 
th.at shape their exJ>eriences. Admission triage was viewed as an institutional structure for 
establisrung rnedical/administrative control over women and nurses.] 
S1nith, G. C. S., Pell, J. P., Pasupathy, D., & Dobbie, R. (2004). Factors predisposing to 
perinatal death related to uterine rupture during attempted vaginal birth after caesarean 
section: F~etrospec1ive cohort study. MIDIRS Midwifery Digest, 14(4), 510-513. [From 
B_MJ, 32)1, 375-377. Data from the linked Scottish ~~orbidity Record and Stillbirth and 
In_fant Death Survey of births in Scotland, 1985-1998. Included all women (n=35,854) 
with one previous eaesarean delivery who gave birth to a singleton infant at term by a 
means other than planned repeat caesarean section. Among women who had not 
previously given birth vaginally, the risk of uterine rupture without induction of labour 
with prostaglandin was one in 210 and with induction of labour with prostaglandin was 
011e in 71. Arnong ·women with a previous vagirtal birth, the risk of rupture without 
in.duction oflabow· was one in 514, and with an induction was one in 175. Uterine 
rupture vvas three t:tmes more likely to result in death of the infant if the delivery took 
place in a ho~;pital ·with less than 3,000 births a year. [Your Editor: There is no mention of 
th.e method of sutu:~ing after the previous cesarean section, single or double layers.] 
V\'illiams) B.~ & Alulkumaran, S. (2004). Cardiotocography and medicolegal issues . 
l\ll!DIRS }4idwifer;' Digest, 14(4), 504-509. [From 2004, Best Practice & Research, 18(3), 
457-466. [So·me obstetricians are questioning the value of intrapartum cardiotocograph 
(C:TG) m)nitoring because of its poor predictive value for cerebral palsy (CP), claims of 
overuse, risin.g rates of cesarean section, and varied interpretations used in obstetric 
litigation. En·ors commonly observed in CTG irtteqJretation are directly related to the 
q11ality of the data acquisition and the presentation by the CTG machine. The name of the 
woman, the c.ate artd time of commencement should be entered on every trace, and at the 
ertd the time should also be recorded. The clock. on the machine should always be 
cltecked. If IT.lonito:ring extends beyond one pacl( of paper, the packs should be labelled 
Part 1, 2, 3, etc. The maternal pulse should be identified and recorded separately. The 
optimal area :for transducer placement should be selected before securing the elastic strap. 
If there is a doubt about fetal demise, this should be: confirmed by real-time ultrasound. 
During labour the vv-hole CTG trace should be reviewed at regular intervals for any 
st1dden signi1icant shift in the baseline FHR. When there is a change to intermittent 
.. 
• 
I 
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altscultatjon this should be recorded. The secure storage and preservation ofCTG tracings 
for an inc.efir1ite period is needed as a claim on behalf of a child can be brought within 21 
years of birth or lo11ger if the child is not legally-capable of managing his/her own affairs. 
CTG papers are thermo-sensitive and tend to fade vvithin 3 to 4 years. Inaction is a 
common feature in many claims. There is a strong correlation between poor neonatal 
outcome md a delayed decision to deliver. Experie11ced paediatric personnel, skilled in 
neonatal :.ntubatior., should attend the delivery if resuscitation is anticipated. A common 
problem in li·jgatic~n cases is oxytocin-induced hyperstimulation leading to prolonged 
deceleratjons, aggravation of existing late or variable decelerations, uterine rupture, fetal 
hypoxia end brain damage. CTG is only an investigation and accurately recording the 
whole picture is irr.portant. The timing of intervention and the definition of acceptable 
practice are n1ajor areas of disputes. Liability is usually judged on what a reasonably 
competer.t practitioner would have done.] 
• \\rilliams, D. R. (2005). The top 10 reasons elective cesarean section should be on the 
decline . .;!WHONN-Lifelines, 9(1), 23-24. [This midwife writer states that there is only 
011e syste:natic review of literature on vaginal birth and cesarean section and that is 
a'railable frorn the ·New York Maternity Center Association (2004, July). What every 
pregnant wo1nan needs to know about cesarean section.] 
Infections 
• M[orrill, J. F.~ Heinig, M. J., Pappagianis, D., & De,Ney, K. G. (2005). Risk factors for 
mamma_r:r caJldido:;is among lactating women. t;roc;NN, 34(1), 37-45. [This was a study 
of 100 lactating women and babies and 40 non-~pregnant, non-lactating women, and the 
rate of colonizatiort by Candida species of the nipple/areola. skin or of the milk samples, 
or in the jnfru1t's m.outh. It was found that bottle use was a key risk factor for colonization 
in. both mothers and babies. Of the 52 dyads who used bottles in the first 2 weeks 
postpartum, 44% of the mothers and 38% of the babies tested positive, 65% of the 
women ~'ith :mamrnary candidosis stopped breastfeeding due to pain. Of the 48 who did 
not use bottle:s, norte of the mothers or babies had a positive culture. No evidence was 
found that sore nipples were associated with bottle use. The findings were contrary to the 
relationsltip between antibiotic use and C. albicans colonization reported in the literature. 
Human rrdlk conta:·_ns antibodies specific to the pathogens to which the mother has been 
e:Kposed duriJlg her life. The milk from a woman with a history of vaginal candidosis may 
provide SJmt:: protection to her baby against oral thtush.] 
N eon.atal Care 
• Naughter., F. (2005). The heel prick: How efficient is common practice? RCM Midwives 
Journal, 8(3), 112-114. [This article considers the site to be chosen on the side of the 
heel, ho~· the foot :;hould be held, and how to rrtinilnize pain and distress caused to the 
baby.] 
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PostJ,artum 
• Premkurr_ar, (3-. (2005). Perineal trauma: reducit1g associated postnatal maternal 
morbidity. R<~M M'ldwives Journal, 8(1), 30-32. [Perineal tears are extremely common. 
This may affect about 85% of women undergoi11g n.ormal delivery. Severe forms are 
th.ought to occur in approximately 1% to 2% of all vaginal deliveries. From a study there 
is evidence tltat perineal anatomy is poorly understood by midwives and trainee doctors. 
All women \\'ho have had a vaginal delivery should have a systematic examination of the 
perineum, vagina and rectum. The RCOG classifies tears into four degrees. First degree 
tears should be watched carefully for bleeding. If th.ere is no bleeding there is no need to 
sttture. Repairs of third and fourth degree tears carried out in an operating room under 
regional or general anaesthesia are likely to have better outcomes. Primary repair results 
in. the res·:oration of full continence in only 66% of recognized anal sphincter injuries, and 
secondary repair led to full recovery in 49% of cases. The use of absorbable synthetic 
material (polyglycolic acid and polyglactin91 0) for the repair of perineal trauma is 
associated with less perineal pain, analgesic use, dehiscence and resuturing when 
compared to catgu1. A new rapidly absorbable n1aterial called Vicryl Rapide has been 
e'raluated and appears to be an ideal material for perineal repair. The use ofbroad-
Sf,ectrum antibiotics, including metronidazole it1tra-operatively and in the postoperative 
period is associated with less post-operative in:ft~ction. The use of laxatives following the 
procedure corresponds with less postoperative \Vound dehiscence. Prophylactic rectal 
diclofena~ provide:; effective analgesia after perineal repair and its effect appears to be 
maintained irtto tht~ second and third postpartum days. All women who have had a third 
or fourth degree tear repaired should be followed up for six to 12 months. In a recent 
strrvey, 3l% of women said that they would prefer elective cesarean section (CS) to 
vaginal delivery and 80% of these chose CS because of fear of perineal damage.] 
• Taylor, Ivi. (2005, Spring). Psychoanalysis and tnidwifery conference report. ARM 
lvlidwifer.v Matters., No. 104, 24-28. [At this conference interesting subjects were 
discussed. 011e of these was a presentation by Pat f-Iughes on stillbirth. Three groups of 
women ~'hose first baby was stillborn but who l1ad subsequently had a live child were 
compared: those who had not seen their stillborn baby at all; those who had merely held 
their bab~r; artd those who had held, taken mementos and organised a funeral for their 
babies. Each woman was assessed for anxiety, clepression, and post-traumatic stress 
disorder (PTSD) artd their subsequent child was also assessed at a year to see how well 
th.ey wert· attached to their mother. Those women ~rho had not seen their stillborn baby 
were less anxious, less depressed, and had experienced less PTSD, and their next babies 
were atta,;hed bettc~r. Those women who had held tl1eir stillborn babies only were 
in.termedjate on all these indices. Those women who had most involvement with their 
stillborn babies were consistently worse and their subsequent children were more 
insecure. The one change which did have good effects was the recommendation not to 
conceive witl1in a )'ear. Family support related to in1proved outcomes; counselling was 
found to be neutral and attending support groups was found to contribute to negative 
results. A possible reason for the poor results could be that following birth there is a 
se:nsitive period for the development of attachment. The prolonged holding of the 
stillborn baby and eounselling results in attachment. This is seen in other instances where 
counselling soon a:1:er sudden and disastrous events can exacerbate distress.] 
= 
• 
• 
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Breastfeeding 
• Brown, S. J. (2005, Spring). Changes in breast anatomy. ARM Midwifery Matters, No. 
104, 13-15. ['This article cites Australian research by Kent et al., and Hartmann, which 
has been presented at conferences and cited by various authors, but is not yet published 
b~r the re~.earch teru.n. The breast changes in size, shape and function prior to birth, 
through r ·uberty, pregnancy, and during and after lactation. The breasts are capable of full 
lactation fron1 16 v1eeks of pregnancy onwards but women experience differing rates of 
growth atld breast development during pregnancy. lJltrasound was used to study the 
lactating ·breasts of 28 women and found that the dttctile system, is convoluted, closely 
intertwined, cmd with multiple branching of the ducts especially close to the nipple and 
with no obvious si11uses. This is different from the straight forward drainage system with 
milk sinuses described elsewhere. When expressing milk, mothers need to locate the 
glandular tissue, the "knobbly bits", where the multiple ductile branches occur. For most 
women tltis vvill be in the areola but for some this tissue may be elsewhere. Seven to ten 
lobes per breast we:re identified. Each lobe consists of a single major branch of alveoli 
artd milk ducts tha1 end at the nipple; this is half the number stated in textbooks.] 
• Infact Canada. (2004, Summer/Fall). Breastmilk:'s immunology: The remarkable transfer 
of health protectiort from mother to child. INFACT Canada, pp. 1-3. [Web site: 
www .infactc,mada. ca] 
• M[artin, J. (2004). Is nipple piercing compatible with breastfeeding? MIDIRS Midwifery 
Digest, 14( 4), 517-519. [From the August 2004 Journal of Human Lactation, 20(3), 319-
321. Among those considering breastfeeding, losing a piercing or having it close if 
removed for breastfeeding, is a concern, and teens may perceive this as a barrier to 
breastfeeding. To remedy the situation, some mothers use a temporary piece of jewelry 
called a r~~tai11er. T~ns smooth plastic tube can be easily removed and reinserted, and so 
preventing the closure of a piercing. If less than a Y'~ar old a piercing may not be fully 
healed. S~)me: nipple piercings can take up to 18 months to heal. Loss of sensation to the 
nipple, after a piercing, has been reported, and this could have an effect on the milk-
ejection reflex. Play piercing or nipple stretching could also have a negative effect on 
lactation. A list is given of possible results of nipple piercing and breastfeeding. There is 
no reasor_ not to encourage breastfeeding by mothers with piercings. Most reputable 
artists wi:.I not pier~e a pregnant woman, and they suggest waiting until six weeks 
postpartum before attempting any piercing.] 
• Tyler, M., & Hellirtgs, P. (2005). Feeding method and rehospitalization in newborns less 
th.an 1 month of age. JOGNN, 34(1), 70-79. [A retrospective chart review of 143 
newborn~. divided jnto three groups: breastfed, bottle-fed, and breastfed with 
sttpplements. Only 51% of the sample were first born, validating that all mothers and 
newborns face feeding challenges regardless of parity. It was found that many healthy but 
h11ngry breastfed n~~wboms are being hospitalized. Other than breastfeeding difficulties, 
most ne\\·boras had few problems beyond hyperbilirubinemia, which may be exacerbated 
by inade~~_uate feeding. The monetary and psychological costs of unnecessary 
hospitalizations and the potential for early discontinuation ofbreastfeeding may be 
preventable. There were 6 of the 32 bottle-fed on admission newborns receiving partial 
breastmilk feeding:' when discharged after rehospitalization. Organic failure to thrive may 
be more likely to a~?pear later than 1 month of age.] 
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Won1en's Health 
• Pollock, I.~. (2005). Raising awareness ofFGM. RC_M Midwives Journal, 8(3), 101. 
[Although Female genital mutilation is illegal in Britain, girls are sent overseas to have 
this done. The English and Scottish parliaments are working on a Bill to make it illegal to 
send girl~ out ofth~e country for this procedure.] 
Ethics 
• V\'alker, J. (2005). Informed choice and the concept of risk. RCM Midwives Journal, 8(1), 
40-41. [ht today's eulture of blame there is a constant need to find someone responsible 
in the case of things going wrong. It is often easier to limit the choices offered to women 
to those \vith whicl1 midwives feel most comfortable. Women have an ultrasound scan 
and consider this as getting a photo of their baby, but they need to be fully informed about 
th.e real purpose and implications of scanning. \Von1en should not feel under pressure to 
cltange th.eir Jninds should they choose not to have one. Technology, such as continuous 
fetal monitoring, has been embraced, while the continuous presence of a midwife has not. 
T'echnology is trusted more than women's bodies. Some women have an intuitive feeling 
for their baby's grc~wth and wellbeing, while others need the reassurance of technology. 
An elective C~S car.._ provide control of knowing when the birth will occur.] 
Research and Theories 
• 
• 
Brucker, M. c:. (2005). Providing evidence-based care. You can understand research and 
use it in Jlractice! /;:WHONN Lifelines, 9(1), 46-55. [The model of evidence-based care 
differs from expert-based care on several levels. Expert-based care values clinical skills 
artd expert opinions, whereas evidence-based care emphasizes systematic analysis of 
research ~;tudies. Research is central to practice and analytic skills must be added to 
clinical slcills. The author then proceeds to explain some of the language used in 
research.-
Scikala, C. (2005). ·Current resources for evidence-based practice, January/February 2005 . 
J()GNN, 34(~~ ), 93-·96. [Several reports are cited of large-scale projects to close evidence-
practice ~;aps in maternal and newborn care.] 
Confere11ces As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
2005 
April 7, 2005. w ·orlcl Health Day. 'Make every mother and child count'. 
April 28-29, 2005. "i\dvartces in Reproductive Health: Impacts and Outcomes", annual IWK 
Health Centre's ,Nornen's and Newborn Health Conference, Halifax. 
Contact: Angela Fraser, Chair of Registration, Women's and Newborn Health, IWK Health 
Centre, 5850/5980 Cniver:,ity Avenue, PO Box 9700, Halifax, NS B3K 6R8 (Telephone: 
902-470-6943; Fax: 902-4 70-8101; E-mail: angela.fraser@dwk.nshealth.ca) 
May 5, 2005. International Day of the Midwife. 'Mi(lwives and Women- A Partnership for 
Health'. 
• 
• 
• 
• 
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May 18-22, 2005. "F~eclai1ning the Joy of Midwifery and Birth", Copenhagen, Denmark. 
Contact: Midwi£~ry 'foday Inc., P.O. Box 2672, Eugene, OR 97402, USA (Telephone in Canada: 
800-743-0974; E-mail: conference@midwiferytoday.com; Web site: www.midwiferytoday.com) 
June 10-16, 200::. A.Jnerican College ofNurse Midwives Annual Meeting, 50th Anniversary. 
Contict: .ACNM., (Telephone: 240-485-1800; Web site: http://www.midwife.org) 
July 2-5, 2005. ":Breastfeeding: Ancient Art, Modem Miracle", 19th International Breastfeeding 
Conference, La Leche League International, Washington, DC. 
Cost: $535 US 
Contact: LLLI, PO Box 4G79, Schaumburg, IL 60168-4079, USA. (Telephone: 1-847-519-7730; 
Web site: www.lalecheleague.org ). 
July 24-28, 2005. "1\!lidwifery: Pathways to Healthy Nations", ICM 27th Triennial Congress, 
Brisl:,ane! Australia. Speak.ers include Mina Talaguk from J~unavut, and midwives from Malawi, 
England, Australia. See irJormation on www.icm-congress.com 
Contact: :midwives2005@:neetingplanners.com.au 
Augttst 1·-7, 200:;. \\'orld :Breastfeeding Week. 'Brea:stfeeding and Family Foods: Loving 
and ]fleallthy'. 
September 16, 2005. "Beyond the Basics: Breastfeeding Conference", Summerside, PEl. Key 
spea1~er: ]Barbara Wi:lson-C:lay. Also a workshop prior to the conference. 
Cost: Be1ure Jul~' 29 $90, after July 29 $115. 
Contact: :Krista ~~ilke:r, Pri11ce County Hospital, P.O. Box 3000, Summerside, PE, C1N 2A9 
September 18-21, 2005. "rv1apping the Future of Public Health: People, Places and Policies", 
Canadian Public Health A3sociation 96th Annual Conference, Ottawa. 
Contact: ~Canadian P·ublic Health Association, 400-1565 Carling Avenue, Ottawa, ON, K1Z 8Rl 
(Fax: 613-725-9B26; E-mail: conference@cpha.ca, Web site: www.cpha.ca .) 
Octo-Jer J.-7, 2005. Canada Breastfeeding Week 
October 8-9, 2005. "[nternational Perspectives on Vaginal Birth- A Safe Option for Breech-
Prese;nting Babies?" Vancouver. New research will be presented that may challenge the current 
view that CS is tj1e safest 1node of delivery. 
Abstracts: By May 1, 2005. 
Contact: Jane W~_nes, British Columbia Women's Hospital., Vancouver, BC. (E-mail: 
jane.\:vines@telu3.net) 
Nove:mb~~r 9-11,2005. CAM conference, Halifax. 
Nove:mb~~r 17-19, 2005. "i\t the Heart of Families", 16th National A WHONN Canada 
Conference, Montreal. 
Abstracts by: Ma.y 6, 2005 for papers and posters. Special student section. 
Contact: :Francin~ De Montigny (E-mail: francine.demontigny@uqo.ca) 
The International I Day of the Midwife • 5 May 200~~ 
Midwives and wo•m,en -a partnership f1)r health ] 
'Midwives and won1en work together in partnersh'o 
to ensure appropriate care for childbearing women and the;r families' 
According to the ICM's lnternationclf Code of Ethics for Midwives: 
• Midwives respect a woman's inforrrted right of choice and promote the woman's 
acceptance of responsibitity for the outcomes of her choices 
• Midwives work with women, supporting their right to participate activetly in dt~cisi~ Jns 
about their care, and empowering v1omen to speak for themselves or, issueB affocting 
the health of women and their families in their culture/society 
• Midwives, together with women, work with policy and funding agencius to dt~fine 
women's needs for health services and to ensure that resources are ·=airly allocated . 
. . . and the ICM's Philosophy and lv.'ode.' of Midwifery Care says: 
• Midwifery care takes place in partnBrship with women and is personalised, continuous 
and non-authoritarian 
• Midwives have confidence and trust in, and respect for, women and t1eir capabi 'ities in 
childbirth 
• The woman is the primary deci:;ion--maker in her care and she has th·3 right to 
information that enhances her deci~;ion~making abilities. 
The midwife's relationship with the worr1an she cares for is unique among healtr pra<~titioners 
because the woman is not sufferin~1 illnoss or injury. At the end of the chi I dbearing 
experience, the woman does not return to the same circumstances of life On the contrary, 
she and the baby's father begin the next stage of their relationship with nHw and cha llenging 
responsibilities as parents. Ideally, a woman should emerge from this childbeari11g 
experience in good physical and mt~ntal health and with increased confidunce and solf-
esteem that leads to good decision~; for the health of her baby, her family and hHrser . This 
ideal state ts promoted by the midwifery model of care in which the woman's activities and 
choices during pregnancy and birth are informed, facttitated, and supportE!d by the m1dwife. 
This positive and productive relationship can be helpfutly extended beyond the irnmediate 
t ime of direct midwifery care. Many won1en's interest in health services artd health eclucation 
is stimulated by their experience in child b;rth, and their input - in partners 1ip witl1 midwives -
to the plann;ng and shaping of services is a powerful force. 
Finally, the third of the Millennium Development Goals is: Promote gande1A equalfty a11d 
empower women. Midwives are in cl privileged position to support this goc!l, and until it 
succeeds they will never be able fully to achieve their mission of safe mot1 erhood. Tile 
principte of gender equality is significant throughout reproductive heatth from farnify planning 
to raising of chiJdren, and midwives can be active and influential in their drive to prorr,ote it. 
For more detai l about ICM activities and core documents visit the ICM webs:te at 
www.internationalmidw ives.org or contact ICM headquarters offit:e 
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Name: 
(Print) 
A~)SOCIATI()N OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP 
2005 
----- (Sun1ame) (First Name) 
All Qualifications:-----------------------------------
Full A.ddress: ------"---------------------------
Po~alcode: ______ ~---~~~-TelephoneNo. ___ ~~--------------
(home) 
Telephone No.----·---------- Fax No.-----------------
(work) 
E-mail Address: Access for PDF files: Yes No 
-------------------~ ---- --
Work Address: 
---
Area v.rhert: working: 
Retired: Student: ______ _ Unemployed:----------
List of Organization; of'Nhich ~'OU are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provincial: 
---
National: 
International:--·------------------------------~ 
Would be interested in participc.ting in a research project if asked: Yes 
--
No 
---
For midwives who J:ay $55.00 ($20.00 AMNL membership fee and $35.00 CAM membership fee): 
I agree to n1y address, postal anj Internet, to be released to CAM: Yes 
--
No 
---
I wisb. to be a mem-t>er of the Association of Midwives NL and I en(:lose a cheque/money order from the post 
office for: 
$ __________ _ 
(Cheq_ues!Jnoney order~: only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrftdor. Canadiftn funds only.) 
Full tnembership for midwives is $20.00 
Midw:ives v.rho wish to be members of the Canadian Association of Midwives pay $55.00 (CAM fee $35.00). 
Associate raembersl.ip for thost who are not midwives is $20.00 
Membersrup for tho:>e who are residing outside of Canada $20.00. Correspondence will be by e-mail. 
Signed:---------------- Date: 
--------------
Return to: Pamela Browne, Treasurer, Box 1028, Stn. C, HVGB, Labrador, NL, AOP 1 CO 
' . 
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~wifery in Newfoundland & Labrador 
In 1893 Dr. Wilfred Grenfell had the first civilian 
hospital outside of St. John's built in Battle Harbour. 
It was staffed by nurses who were also midwives. As 
more hospitals and nursing stations were constructed 
in Labrador and The Great Northern Peninsula, more 
nurses who were also midwives, from the UK and the 
USA, were hired to staff them. 
In 1920 a Midwives Act was implemented in 
Newfoundland. Midwives who were nurses and health 
visitors {public health nurses) were brought from 
Britain to work in the outports. The Newfoundland 
Outport Nursing and Industrial Association {NONIA) 
was established to assist the outports to pay the 
nurses, who were also a midwives, and to supply 
drugs and equipment. The money to fund these 
services was obtained from selling crafts. 
Local midwives received upgrade education through 
the Maternity Club. From 1924 to 1934 women with 
no previous qualifications received midwifery and 
paediatric training at the Grace Maternity Hospital 
in St. John's {later became the Grace General 
Hospital). In 1934 the health care reforms changed 
the way midwifery was administered and midwifery 
training ceased. 
In 1963 the Government appointed Board ceased to 
issue licenses to midwives. 
Midwifery remains unregulated in Newfoundland 
and Labrador despite the 1994 Final Report of the 
Provincial Advisory Committee for Midwifery and the 
work from 1999 to 2001 of the provincial Midwifery 
Implementation Committee. Both committees 
recommended legislation for funded, autonomous 
midwifery. 
There are midwives in Newfoundland and Labrador 
but unless they practise privately they are unable 
to provide continuous midwifery care in pregnancy, 
during birth and for 6 weeks after the birth. 
clJirth is a Celebration! 
Being present at a birth is a privilege. The mother and 
father should be able to have professionals present 
whom they know. 
Would this be expensive for the Government? In 
provinces where midwifery is funded there is a saving 
of several hundred dollars for every mother whose 
care is given by a registered midwife from pregnancy 
through labour and birth until the baby is 6 weeks 
old. 
For information on midwifery contact 
the Association of Midwives of NL at: 
www. ucs. mun .ca/-pherbert 
To provide consumer support and to advocate 
for midwifery contact the Friends of Midwifery NL 
at: www.envision .ca/webs/midwifery 
For information about midwifery in Canada see 
the Canadian Association of Midwives site at: 
http://members.rogers.com/canadianmidwives 
Other useful sites for information: 
www.globalbirth.org 
www.lalecheleague.org 
www.motherisk.org 
:Pregnancy and birth are considered 
normal, healthy and unique for each 
woman (Health Canada, 2000). 
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mo may give care and/or advice? 
Midwives have the expertise to provide 
complete care to well women and their 
babies in pregnancy, during birth, and for 
6 weeks after the birth. The same midwives 
provide continuity of care during these 
months. When the woman is in labour 
midwives provide one-to-one care. 
Nurses provide nursing support and 
the woman may see many nurses during 
pregnancy, labour and delivery, and 
afterwards. 
Family Doctors may provide obstetric 
services to women with normal pregnancies 
or refer them to Obstetricians who may not 
be present at the birth. 
Doulas give continuous physical, emotional 
and informational support during labour and 
birth. They may also provide services after 
the birth. 
Lactation Consultants are specialists 
in breastfeeding and are able to assist when 
problems occur. 
La Leche League is a consumer group 
offering information and encouragement-
primarily through personal help-to women 
who want to breastfeed their babies. 
mo is a Midwife? 
A midwife is a person who, having been regularly 
admitted to a midwifery educational programme, duly 
recognised in the country in which it is located, has 
successfully completed the prescribed course of studies 
in midwifery and has acquired the requisite qualifications 
to be registered and/or legally licensed to practise 
midwifery. 
Currently in Canada, there are five universities providing 
an undergraduate midwifery degree - the minimum 
requirement for a beginning midwife in this country. In 
these 4-year-programs + 1- year mentorship, midwives 
receive education to prepare them to be specialists in 
the provision of care to women and their babies from 
preconception through to 6 weeks after the birth, when 
everything is progressing normally. 
mat does a Midwife do? 
The midwife must be able to give the necessary 
supervision, care and advice to women during pregnancy, 
labour and the postpartum period, to conduct deliveries 
on the midwife's own responsibility and to care for the 
newborn infant. This care includes preventive measures, 
the detection of abnormal conditions in mother and child, 
the procurement of medical assistance and the execution 
of emergency measures in the absence of medical help. 
The midwife has an important task in health counselling 
and education, not only for the women, but also within 
the family and the community. The work should involve 
antenatal education and preparation for parenthood and 
extends to certain areas of gynaecology, family planning 
and child care. 
mere does a Midwife practise? 
The midwife may practise in hospitals, clinics, health 
units, domiciliary conditions or in any other service. 
(International Definition of a Midwife, 
WHO/FIGO/ICM 1972 revised in 1992) 
:JVC:dwifery in Canada 
Although midwives have been practising in Canada 
since people first lived here, and immigrants brought 
midwives with them to the new country, it is only 
recently that midwifery legislation has started to be 
introduced. For a long time Canada was one of nine 
countries which did not recognize midwifery, and 
still there are several jurisdictions in Canada where 
midwifery is not regulated. 
In Canada each province/territory needs legislation 
for midwives to be able to practise. 
Midwifery has been regulated as a funded, 
autonomous profession in British Columbia since 
1998, in Manitoba since 2000, in Ontario since 
1994, in Quebec since 1999, and in the Northwest 
Territories since 2005. 
In Alberta, midwifery was regulated as an autonomous 
profession in 1998, but it was not funded so midwives 
practise privately. 
Legislation was passed for autonomous midwifery 
in Saskatchewan in 1999, but has not yet come into 
effect. 
Provinces in Atlantic Canada, and the Yukon and 
Nunavut territories are still waiting for legislation 
to enable midwives to be regulated and funded to 
practise autonomously. 
Without funding women have to pay for the services 
of a midwife. 
IN NEWFOUNDLAND & LABRADOR 
LEGISLATION IS NEEDED FOR 
FUNDED, AUTONOMOUS MIDWIFERY 
Contact your local MHA and/or the NL Minister of 
Health and Community Services. 
